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The third danger is the possible extending of the lag period. The following is a list of "local factors" which, to my mind, extend the lag period and, therefore, delay wound healing: antiseptics, heavy instruments (scrubbing), antibiotics (local), soft paraffin, inadequate or excessive dressings, cedema, too early movement and dead tissue.
Mr. Patrick Clarkson confirmed the value of the Universal Burn Dressing as made to the specifications of the National Research Council of America. This dressing was a composite one of inner fine mesh gauze, absorbent cotton-wool, water repelent cellulose, and sisal. It could be very readily and within three to five minutes applied to trunk and limbs, either as a first-aid measure or as the definitive primary occlusive treatment. The merit of the dressings, in addition to their ease and speed of application, was their high absorbency and the consequent reduction of maceration.
He thought that more stress should be placed on the early assessment of depth of burn. It was depth that' chiefly influenced the amount of early red blood cell loss, that made the himatocrit an unreliable index of the exact early intravenous fluid requirements, that chiefly determined the need of early blood, and that adversely affected both early and late prognosis. He did not think that formula or pyrograms should be taken as anything but approximate guides to the early intravenous fluid needs of patients. The most practicable guides to rate and amount of early fluids were,the clinical'progress and the urinary output (30 c.c. an hour). The other findings (clinical and laboratory) should be taken when possible and plotted graphically. Together with the clinical state and the urinary output this graph determined the amount of early colloid and electrolyte intravenous infusion. Most patients needed something between 5 % and 10 % of the body-weight of intravenous electrolyte and colloid in the first forty-eight hours. He also stressed the need of avoiding pure water by mouth to avoid water intoxication and increase in vomiting. Morphia was a bad choice of early opiate as it increased the tendency to vomit. He preferred heroin or Omnopon which should be given intravenously.
Experience of the Stripping Operation for Varicose Veins
Professor ofSurgery, St. Thomas's Hospital, London THE stripping operation for varicose veins is of great antiquity. It was practised by Galen in the second century A.D. and has been in and out of fashion ever since. In more modern times it had a vogue at the beginning of this century. A wave of enthusiasm for injection treatment then swept it away and it did not become popular again until after World War II. Keller, 1905 . Mayo, 1906 . Babcock, 1907 . Myers, 1947 Myer's stripper is the one now most commonly used. It works on the same principle as Babcock's but is flexible instead of rigid and therefore easier to pass through the more tortuous veins. It has a bead at the end which is passed along the vein. The wire part is long enough to reach from the ankle to the groin. It is best to have a set of three, each with a different-sized head. The smallest can be used for shorter lengths of vein in the lower leg, the largest for the wider and longer stretches of vein. When the Myer's stripper is used a standard ligation at the sapheno-femoral junction is first done. The stripper is then passed along the vein which is tied on to it next its head. When the stripper is pulled out the vein "concertinas" against its head. The operation should be done with the patient in the Trendelenburg position. This greatly reduces bleeding. The stripper usually passes more easily from below upwards. This also causes less damage in the leg because less bulk of vein is being pulled through the more compact subcutaneous tissues there. This is important because the saphenous nerve is in close relation to the vein in the leg. For the same reason it is better to use a small stripper in the leg and strip it separately from the thigh. Damage to the saphenous nerve occasionally gives a temporary patch of anisthesia near the internal malleolus. The amount of hemorrhage varies from case to case. It is often helpful after stripping to apply a sterile Esmarch bandage for a few minutes before closing the wounds.
Intra-luminal
The Trendelenburg position should be maintained during transit to the ward and afterwards for at least twenty-four hours.
The bogy that has been raised about the stripping operation is that it causes a high incidence of deep thrombosis and embolism. My personal impression has been that the incidence is low but to see if it were really so I have made a small statistical study, and the results are shown in Table I (1928) (1929) (1930) (1931) (1932) (1933) (1934) (1935) (1936) (1937) (1938) (1939) (1940) 158,200 -(0 6%)
The first group consists of patients who have undergone the stripping operation for varicose veins. The rates for embolism at these London Teaching Hospitals and at the Mayo Clinic are remarkably consistent and work out at about 0.5 %. Mr. F. N. Glover tells me that they have done a similar number of cases at Guy's Hospital. There was one case of thrombosis, but no embolism. The second group consists of two series of general surgical operations. The embolism rates of 0 5 % and 06 % are lower than most of those reported. Indeed, Mr. Murley's series was one in which special efforts were made to keep the incidence as low as possible. I think it is therefore fair to say that the incidence of embolism after the stripping operation is no higher than after that for other surgical operations, and in fact probably somewhat lower.
CLINIcAL RESULTS It is extremely difficult to find a statistical method of comparing the results of stripping with other forms of treatment of varices and I have not attempted it. My impression is, however, that it gives better results with fewer recurrences and I think that has been the experience also of other surgeons who have used it.
Mr. F. B. Cockett: I should like to point out that stripping of the great saphenous system from a point just anterior to the internal malleolus, to the groin (as is usually done), does not avulse or destroy the perforating veins in the lower half of the leg. There is now a good deal of evidence that destruction of the valve and incompetence in one or more of these perforating veins is a very common cause of the lesions known as varicose or gravitational ulcers. Thus the stripping operation may not necessarily be of any extra benefit to these cases, as it leaves the incompetent perforating veins intact (see Cockett, F. B. (1953) "The Ankle Blow-out Syndrome. A New Approach to the Varicose Ulcer Problem", Lancet, i, 17).
